A 14-year-old boy with a medical history of scoliosis, Mycoplasma pneumoniae pneumopathy, and lymphocytic meningitis at 10 years complained of diurnal back pain and left ankle pain. Plain radiographs were normal at this time.
Two months later, the pain reoccurred. Three months after that point, the back pain grew more intense. A right cheek edema was also detected. The patient presented with mild anorexia but was still in good condition. There was no fever, and his weight was stable. There was a mild inflammatory syndrome with an erythrocyte sedimentation rate (ESR) measured at 35 mm and a C-reactive protein (CRP) at 27 mg/L. White blood cell count was normal.
Plain radiographs and computed tomography (CT) revealed two spinal fractures of the T5 and T7 vertebral bodies (see Figure 1 ). There was 
DISCUSSION
CRMO is an autoinflammatory aseptic disorder of unknown cause involving bones and mainly occurring in children and adolescents. Main clinical presentation is bone pain and fever with a course of exacerbations and remissions. CRMO is considered as the pediatric presentation of synovitis, acne, pustolosis, hyperostosis, and osteitis (SAPHO) syndrome. 1 Vertebral bodies are a common site of the disease. 2 However, the mandible 3 is a more rare site. Most typical sites are metaphysis of long bones and the clavicles. Pathological examination is not specific but never shows any sign of infection or Langerhans cells.
CRMO is a diagnosis of elimination: differential diagnoses include infectious osteomyelitis, neoplasm (mainly Ewing's sarcoma, lymphoma, and leukemia), and Langerhans cell histiocytosis. 4 Clinical key points for the diagnosis are medical history, with intermittent periods of exacerbation and remission with successive bones affected and typical sites involved. Radiologic and pathological examinations allow the exclusion of the differential diagnoses and are, therefore, essential to establish the diagnosis of CRMO.
